SUMMARY The case of a 45 year old woman affected by both Behqet's syndrome (BS) and ankylosing spondylitis (AS) is reported. Cervical spine involvement was observed long before the appearance of the sacroiliac and lumbar changes.
Roentgenographic evidence of sacroiliitis is an indispensable condition for the diagnosis of ankylosing spondylitis (AS).1 Nevertheless, cases with spinal features typical of AS and normal sacroiliac joints have also been reported. 2 Cervical changes are not infrequent in patients with AS.5 6 These tend to occur later than thoracic and lumbar features and are more prevalent in women.5 6 Abnormalities in the cervical spine and sacroiliac joints, with sparing of the thoracic and lumbar segments, are also relatively more prevalent in women. 6 The inclusion of Behqet's syndrome (BS) among the seronegative spondarthritides is under consideration.7-11 Some investigators have reported an increased prevalence of sacroiliitis and AS in patients with BS,8 but others have found a prevalence that does not differ from that of the general population.9->1
The case described here illustrates the unusual course of AS, involving predominantly the cervical spine, in a woman with BS. Only recently have lumbar spine and sacroiliac joint features become evident. Cervical spine radiography showed anterior syndesmophytic bridging extending from C4 to C6, reduction in height of the C6-7 intervertebral disc, and narrowing, irregularity, and sclerosis of the apophyseal joints, all characteristic features of AS (Fig.1) . Radiographs of the sacroiliac joints and the thoracic and lumbar spine were normal.
During the last three years the patient had recurrent episodes of disseminated papulopustular skin lesions on the trunk and upper and lower limbs, and recurrent episodes of painful genital and buccal aphthous ulceration. The pathergy test was persistently negative.
During the last 18 months her inflammatory low back pain was persistent and unresponsive to non-steroidal anti-inflammatory drugs, including Chest expansion had decreased to 2-5 cm.
Radiological examination in November 1986
showed subchondral osteitis of the upper corner of the second and fourth lumbar vertebrae (Fig. 2) , typical of AS, as well as an evolution of the features in the cervical spine (Fig. 3) . The sacroiliac joints showed a mild sclerosis (Fig. 4a) . Computed tomography, performed at that time, showed sclerosis and a slight irregularity in the left sacroiliac joint and severe sclerosis and erosions in the right joint (Fig. 4b) . A single case, of course, does not permit us to take sides in the controversy. We wish to emphasise, however, that, if BS and AS are really associated diseases, then secondary AS can begin in the spinal column rather than in the sacroiliac joints and may affect the cervical segment earlier and more severely than the lumbar one, as sometimes happens in primary AS, especially in women.
